o Geraint James MD FRCP sarcoidosis, facial palsy occurred in 12% and parotid gland enlargement in 10%7. The chest X-ray was abnormal in most patients with facial palsy. Resolution of facial palsy is complete in about 80% of patients. It does not recur, whereas facial palsy in oro facial granulomatosis tends to be recurrent.
LYME DISEASE OR BORRELIOSIS
This borrelial infection is due to a tick-borne spirochaete, Borrelia burBdoiferi, named after the person who f i r~t isolated it. 8 It is named after the town of Lyme, Connecticut, where a cluster of children in this rural setting were thought to have juvenile rheumatoid arthritis. 9 Lyme disease is a multisystem disorder mimicking syphilis and sarcoidosis (Table 1) . It commonly begins in the summer with a skin lesion, erythema migrans, accompanied by facial palsy, malar rash, meningitis, polyarthritis, and followed by carditis, ocular inflammation, and chronic fatigue. Steerel" has set out three stages of Lyme disease as: localized (stage 1); disseminated (stage 2); and persistent (stage 3). These stages are reminiscent of syphilis.
Unilateral or bilateral facial palsy is the most common cranial neuropathy. As with sarcoidosis, it may present alone or with peripheral neuritis, which is usually an asymmetric, motor, sensory or mixed radiculoneuropathy of the limbs or trunk!", HLA-DR2 and HLA-DR4 are dominant markers of susceptibility to this disorder, and the presence of HLA-DR4 in patients with arthritis is associated with a lack of response to antibiotic therapy II .
A presumptive diagnosis of Lyme borreliosis should be made in any patient presenting with a facial nerve palsy associated with induration and erythema of the face, particularly during the summer months, in an area where the vector may be found. Treatment with an antibiotic should be started immediately and not delayed until there is serological confirmation12,13.
OROFACIAL GRANULOMATOSIS (MELKERSSON-ROSENTHAL SYNDROME)
This rare disorder involves the mouth and adjacent tissues. There is granulomatous involvement of the oral mucosa, gum, lips, tongue, pharynx, eyelids and skin of the face. In 1928 Melkersson 14 first described an association between
NEUROSARCOIDOSIS

This observation conferred eponymous immortality 1 •
The term Bell's palsy is now a diagnosis of the destitute, and is only made when all recognized causes have been eliminated. As the list of causes grows so idiopathic Bell's palsy shrinks. May2 coined the phrase' All that palsies is not Bell's', a decade ago, and it is now more apt than ever. Bell's palsy should be restricted to idiopathic facial palsy. This review focuses on more recently recognized or exotic causes.
All that palsies is not Bell's in a man who developed suppuration anterior to the ear ... It was observed that, in smiling and laughing, his mouth was drawn in a very remarkable manner to the opposite side. The attempt to whistle was attended with a ludicrous distortion of the lips; when he took snuff and sneezed, the side where the suppuration had affected the nerve remained placid, while the opposite side exhibited the usual distortion.
INTRODUCTION
Charles Bell (1774-1842) was an Edinburgh graduate who joined the staff of the Middlesex Hospital, London, became professor of anatomy at the Royal College of Surgeons, and finally became professor of surgery at the University of Edinburgh. In 1821 he described facial nerve palsy ... Facial palsy is the most frequent neurological presentation, occurring either alone or with other cranial palsies. It occurs with equal frequency on the right or left side, and it is equally either unilateral or bilateral. When bilateral facial palsy develops in a young adult, sarcoidosis is the most likely cause, and a thorough examination should be made for its other features both in the nervous system and elsewhere. 3, 4 There may be associated papilloedema, polyneuropathy, meningitis and enlarged parotids. There may be bizarre paraesthesiae of the trunk.
Heerfordt'' was a Danish ophthalmologist who described the combination of facial nerve palsy with anterior uveitis, parotid gland enlargement and fever in 1909. Waldenstrom'' updated Heerfordt's syndrome in his Uppsala patients in 1937. It used to run a chronic febrile course, but this is no longer so for it is controlled by corticosteroid therapy administered early. In our series of 147 patients with ocular 
HIV INFECTION
Facial nerve palsy was first reported in association with HIV infection in 1983 16 , and another study noted that it could be the initial presentation and that it was unilateral!". Recovery or improvement could be expected within 3 months. It has been noted in association with a Sjogren-like syndrome in a series of 12 New York patients with HIV infection'". Eleven were black with an age range of 28 to S3 years; seven were intravenous drug users; and five were homosexuals. They all had bilateral parotid gland enlargement and generalized lymphadenopathy, most had xerostomia, xerophthalmia and interstitial pneumonitis, there was facial nerve palsy in three,
MANAGEMENT
Here is a seven-point scheme of management for a patient with facial nerve palsy. aseptic lymphocytic meningitis in two, and a debilitating symmetrical peripheral motor neuropathy in one patient. All but one were HLA-DR5, a significant prevalence compared with controls. There was also a striking increase in the numbers of circulating CD8 lymphocytes and infiltration of these cells into parotids and lungs.
HTLV-1 INFECTION
The human T-lvmphotropic virus type 1 (HTLV-I) causes lower motor neurone type facial palsy particularly in the Caribbean and in Japan. This virus was first associated with adult T-cell leukaemia (ATL) in 1980 19 , and with tropical spastic paraparesis (TSP) in 1985 20 . In 1986 Bartholomew et al. 21 reported the association of facial nerve palsy with ATL. A recent collaborative study between the University of the West Indies and the National Cancer Institute Bethesda , , analysed the serological evidence for HTLV-1 infection in 78 patients with idiopathic facial nerve palsy of the lower motor neurone type. All but one of these patients had unilateral palsy and most resolved within 3 months. The sex distribution was 45 males and 33 females. Sixty-two were Trinidadians of African origin and 16 were of East Indian descent. The HTLV-l prevalence was 20.7%, which was significantly higher than the prevalence of 5.6% in hospital controls or the 3.5% of the general population. All 16 Indo-Trinidadians were HTLV-I seronegative, whereas 12 of the 62 Afro-Trinidadians were antibody positive. The results of this study indicate that Afro-Caribbeans from HTLV-I endemic areas who present with idiopathic facial nerve palsy should be screened for HTLV-1 antibodies (Bartholomew C, Cleghorn F, Jack N, Edwards J, White F, Blatter W, submitted for publication). The history will disclose recent trauma including dental manipulations or abscess, surgery, vaccination, and underwater diving; also pregnancy A history of summer time camping or hiking in wooded countryside points to tick-borne borreliosis. Look for erythema migrans and facial oedema and perform ELISA antibody test. Treat with antibiotics without awaiting the result of serology, which may be falsely negative Evidence of parotid gland enlargement and/or uveitis 
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Facial nerve palsy may complicate surgery, dental manipulation, vaccination, pregnancy and suppurative otitis media. Identification of the facial nerve is essential in parotid surgery. It is seen to emerge from the stylomastoid foramen, and electrical stimulation may be used for confirmation.
The Ramsay-Hunt syndrome
This comprises unilateral lower motor neurone facial nerve palsy due to herpes infection with skin lesions in the pinna and oral ulcers of the palate, complicated by troublesome postherpetic neuralgia of the face and mouth.
Underwater barotrauma
Facial nerve palsy is a dramatic complication of otitic barotrauma, recognized in underwater divers 22 . The risk is gr~atest at shallow depth: by 10m the pressure is already twice that at sea level. Treatment with steroids limits inflammatory oedema and speeds recovery of nerve function.
